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ABSTRACT 
Introduction. Water, sanitation, and hygiene (WASH) conditions have vast implications for 
overall child health in developing countries. Sanitation and hygiene promotion is an effective 
way to improve many public health outcomes and the community club is one model that has 
surfaced in rural Zambia as a potential intervention. 
Methods. A household survey was administered by World Vision Staff to 523 participants in 
Twachiyanda Area Development Program (ADP) to identify WASH behaviors and practices that 
influence child health. Centers with community clubs, centers with a previous intervention – the 
volunteer hygiene promoter model, and a control were analyzed using Stata 12 to compare health 
outcomes across these models. Additionally, structured focus group discussions and in-depth 
interviews were held with current community clubs and key stakeholders to develop a more 
complete understanding of the processes and impacts of this model.  
Results. Findings from the survey showed that households from centers with community groups 
were 5.56 times more likely to drink and 4.24 times more likely to cook with water from safe 
sources and 7.45 times more likely store water safely when compared to centers with community 
clubs. Success of clubs was tied to the common themes that arose among community club 
member interviews including stakeholder leadership, club administration, women’s roles, health 
inclusivity, and spiritual or emotional involvement.  
Conclusions. These results are encouraging and highlight the need for additional research on the 
most effective way to promote hygiene and sanitation in rural, developing settings, and potential 
implications for organizational, national, and international priorities.  
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Problem Statement 
Water is essential to human life, but because of an ease of access and locally perceived 
abundance, it can be overlooked and overused in areas of the world where resources are 
abundant. It is imperative for public health practitioners to consider the implications of water 
practices, behaviors, and use for many developing countries with limited resources. Like many 
issues that influence public health, the effects can be the strongest on the youngest and most 
vulnerable segment of the population.  The ways in which water affects child health are vast, 
including the increased transmission of diseases, poor nutrition, and social vulnerability such as 
that which stems from lower education and female gender. A recent study by Cheng and 
colleagues (2011), empirically linked maternal and child health to water conditions, such as 
access, sanitation and hygiene, and found that an incremental increase in sanitation access is 
associated with a decrease in overall under-five child mortality rate1. Diarrheal diseases, often 
caused by contact with, or consumption of dirty water, are a leading cause of under-five 
mortality worldwide. Specifically, the Millennium Development Goals (4 and 7c ) declare an 
international target to reduce under-five mortality by two thirds, and halve the proportion of the 
population without access to sustainable drinking water and sanitation by 2015.  
Case Study: Zambia. While Water, Sanitation, and Hygiene (WASH) issues effect people all 
over the world, conditions concerning water issues are of immediate concern in Zambia, where 
4.8 million people, or 36% of the population, have no access to clean water and 6.6 million 
people, or 50% of the population, have no access to sanitation facilities2. Sanitation refers to 
latrines, toilets, and other instruments of containing or disposing of human waste in ways that do 
not negatively affect human or environmental health. Hygiene refers to the practices and 
behaviors associated with personal cleanliness and that of one’s surroundings. There is a high 
level of disparity in access experienced throughout Zambia, with higher rates of people living in 
rural areas lacking access to WASH. Child mortality is high in Zambia; out of every one 
thousand live births, 119 will not live to see their fifth birthday3, and it is estimated that diarrheal 
diseases cause 17.5% of these deaths4. Living standards for children are also negatively affected 
by water issues; one in every four basic schools has no access to safe drinking water and 54.2% 
of children are stunted due to malnutrition, which is often caused by waterborne disease4. 
Literature Review: Importance of WASH to Child Health 
A review of the literature was undertaken using the search terms “hygiene” “sanitation” 
“child health” and “Zambia” and combinations of these terms were entered in PubMed, 
EMBASE, Web of Science, and Abstracts in Anthropology databases. “Africa, Southern” and 
“child mortality” or “infant mortality” were also included these searches. When available, 
restrictions on age, to include only the under-five population, and limitations geographic 
location, to include only Zambia and surrounding countries were also enforced. No studies were 
found that specifically address this issue specifically to Zambia, and thus a gap in the literature 
was established. The literature on these terms without a restriction on Zambia was conducted. 
Many studies and reviews have linked improvements in sanitation and hygiene to child 
health1, especially in reducing the incidence of diarrhea.5-7 A 2008 study estimated that 19% of 
all child mortality was due to diarrhea and 78% of these deaths occur in WHO African and 
Southeast Asian countries.8 Childhood morbidity is also often a result of poor WASH conditions. 
Open defecation is associated with stunting in children in some parts of the world.9 Furthermore, 
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WASH has direct effects on illnesses that lead to malnutrition. A study in the Zambian capital of 
Lusaka found that unhygienic conditions are the main cause of environmental enteropathy10. This 
illness makes it difficult to absorb nutrients and can contribute to stunting and anemia in 
children.  Diarrheal disease can also prevent the absorption of nutrients and cause malnutrition.  
WASH and children’s nutrition is also linked by a poor economy. When a household’s 
income is limited, healthy foods are often more difficult to attain. This lack of nutrients and 
vitamins in the diet can be especially dangerous for children during development and growth. In 
Zambia, the economy is also affected; in 2012, the Water and Sanitation Project of the World 
Bank estimated that Zambia lost 946 billion Zambian Kwacha (ZMK) from poor sanitation11. 
The World Bank also reports a gross net income per capita of 6.2 million ZMK (approximately 
the equivalent of $1,150 USD), making this loss equivalent to the total yearly income of over 
152, 000 of its citizens from sanitation alone12.  
Other connections between WASH and child health include school attendance13, gender 
relations14, and child well-being15. The United Nations estimates 441 million school days are lost 
each year to water related diseases16. Education plays a lifecourse role in gender relations and 
economic empowerment. Women and girls are often tasked to water collection and are more 
likely to be absent from school because of this burden. When girls do not attend school, it is 
more difficult for them to be financially independent and thus becomes gender equality issue in 
the community. This phenomenon was exemplified by a study of Eastern and Southern African 
countries including Zambia that found that when women are trained in maintenance and 
technical skills concerning WASH, they become more confident and empowered in their role in 
the community.17 Gender relations are an important consideration in Zambia, as DHS indicators 
implicate a gender inequality. For primary school aged children, over 80% of the population 
reports that children are treated differently based on their gender. As girls grow older their 
equality does not increase; 36% are not literate, 61% of women believe that wife beating is 
justified in some instances, and women experience higher rates of HIV than men3. 
Given the importance of WASH to child health, there are ways to improve WASH to 
achieve positive public health impact. Improving infrastructure to increase access to sanitation 
and hygiene is one way to improve some of these outcomes. Drilling bore wells and mechanizing 
pumps are examples of these infrastructure improvements, but can be very expensive and 
impractical in the short term, especially in areas where financial resources are limited. However, 
there are other nonstructural and inexpensive WASH interventions that may be possible in 
resource-poor countries. The promotion of sanitation and hygiene can be a cost effective 
alternative to bettering health outcomes7,18. In an effort to highlight the importance, the Ministry 
of Health in Zambia outlined five targets of proper sanitation and hygiene: having a private pit 
latrine, having a hand washing facility near the latrine, having a dish rack, having a rubbish pit, 
and having clean surroundings. They suggest that meeting all five of these targets will improve 
public health outcomes at the population level and aim to support these targets throughout the 
country. 
Despite this national priority, there is little research to analyze the public health impact of 
hygiene and sanitation interventions in rural Zambia. A 2002 study by Quick and colleagues in 
Zambia, found that safe hygiene measures reduced instances of diarrhea, but this study only dealt 
with water storage and community education, rather than issues addressing sanitation and 
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promotional interventions. Additionally, the findings may not be generalizable to a national 
population because the study sample was not randomly collected.19. Another project in 
Zimbabwe studied the relationship of clean water access and hygiene to episodes of dysentery, 
but also did not consider the factor of sanitation20. Both aforementioned studies concentrated on 
two specific health outcomes rather than considering behavior change and other health 
implications. Although Cheng and colleagues proved an association between sanitation and child 
mortality on a global scale, they did not aggregate their data at a national level, so the 
relationship is unclear in Zambia. Recently a study of the effectiveness of community clubs as a 
method of hygiene and sanitation promotion in Zimbabwe found that communities with clubs 
were building toilets and adopting hygienic practices at higher rates than the control.21 This study 
highlights the potential for research, but further work is necessary because it did not target the 
impact on child health, and the club intervention model that was studied was implemented 
differently than the Zambian model. 
History of Hygiene Clubs.  A community hygiene club is a formal organization of local 
members that meet regularly to promote hygienic practices, educate about their impact, and 
discuss issues concerning this topic. The concept of the hygiene community club culminated 
from a number of different events in Southern Africa. Historically, community clubs pertaining 
to other topics including HIV/AIDS, agriculture, and income generating crafts had been 
championed in the region by outside organizations. Groups such as USAID, CARE, and World 
Vision have been using this model to successfully affect behavior and attitudes by implementing 
community clubs as a sustainable, grassroots tool. Juliet Waterkyn of Africa AHEAD and the 
London School of Hygiene and Tropical Medicine first introduced this model for hygiene 
promotion in Zimbabwe in 1995. Since that time her organization has implemented this model in 
other countries around the world including in Rwanda, South Africa, Vietnam, and Albania. 
Findings suggest that this model is effective in promoting health in these areas21. This 
community club model that is present in other areas of the continent follows a distinct routine for 
formation and activity. It consists of a high number of meetings with a set curriculum and 
outside resources such as membership cards, technical advice and organizational leadership22.  
The hygiene clubs in Zambia have a different history and structure than the Africa 
AHEAD model. World Vision International has been working in Zambia for several years and 
has a long history in the Southern Province. Their work in hygiene and sanitation promotion in 
the Twachiyanda area has been accomplished through efforts in the school and by leading 
trainings and education of volunteers. Many problems have arisen with the voluntary hygiene 
promoter model. Some problems include a lack of time to complete volunteer and other 
responsibilities, an inability to travel to distant houses, and a lack of commitment from 
households reached. World Vision staff called a central meeting of volunteers and others in the 
community to discuss alternatives and ways of addressing these problems. At this meeting, the 
attendees suggested the community club model, and afterward it was initiated by community 
members themselves as a result of this meeting. The concept was to alleviate some of the 
workload of the voluntary hygiene promoters, bring responsibility to the household level, and to 
involve more people as key stakeholders.  
Because the community clubs hold conceptual validity for improving WASH in Zambia, 
we undertook a project to evaluate the implementation of these clubs in a district in the southern 
province of Zambia.  We defined 4 study questions: 
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1. Were the Clubs successfully implemented? 
2. What were indicators of success as defined by communities? 
3. What contextual factors contributed to successes or failures? 
4. How did the Clubs compare to promoter models? 
METHODS 
Overall Approach 
The formative research on the community club model as a means of hygiene promotion 
was conducted using a mixed methods approach. The study was funded by World Vision 
International and coordinated through a partnership with the Gillings School of Global Public 
Health at the University of North Carolina in Chapel Hill. Staff and expertise from the World 
Vision Zambia national office in Lusaka and the WASH office in Choma assisted in the data 
collection and planning stages. The first phase took place in June and July of 2012 and the 
second phase of data collection continued until September of that year. All phases of research 
were approved by the Internal Review Board at the University of Zambia in Lusaka.  
Clubs’ Implementation. The success of the hygiene community clubs implementation was 
measured during focus group discussions and in-depth interviews with club members and key 
stakeholders. Open-ended questions addressing history of the clubs and the community’s 
reaction to their formation were included. 
Clubs’ Success. How the village measured the success or failure of the clubs was addressed 
during in-depth interviews and focus group discussions.  Open-ended questions including their 
motivation for membership and the impact on their community were asked. Frequency of and 
attendance at meetings were also considered.  
Contributing Contextual Factors. During focus group discussions and in-depth interviews, 
participants were asked to comment on any important considerations of their clubs, including 
what characteristics contributed to their club’s perceived success or failure. This questioning 
included what they felt were the most important aspects of their club and what problems they 
have dealt with as a club. Additionally, open-ended questions addressed characteristics of group 
administration, membership, and activities and common themes were identified among 
respondents. 
Comparison of Clubs to Voluntary Hygiene Promoter Model. A household survey addressing 
hygiene and sanitation practices and behaviors was administered to comparison centers 
throughout the study population. Questions involving school attendance, maternal hand washing 
before feeding and after cleaning a baby and presence of a sanitation facility were asked. Also 
questions involving use of safe water for cooking and drinking, water treatment, and water 
storage were included, so that these factors may be identified as comparison outcomes.  
A formative evaluation would contribute significantly to the knowledge base. It will 
better quantify the effectiveness of community clubs for hygiene and sanitation promotion and 
investigate the implications for children. It is an important endeavor because cultural 
implications of this region necessitate an independent study, and there is a gap in the literature in 
researching the impact on children. It will provide an evidence base for future research and 
programmatic implications for interventions. Furthermore, it measures the efficacy of a previous 
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intervention, voluntary hygiene promoters, against a new model, community clubs, which could 
provide an evidence base to inform choices at not only a non-governmental organization level, 
but also influence national policy as hygiene promotion is noted priority of the Zambian 
government.  
The Study Population  
Six centers, representing three comparison groups were selected for this study. Two 
centers (consisting of multiple villages) per comparison group were targeted to examine the 
differences between households in areas with hygiene community clubs (comparison group one), 
without clubs, but with other hygiene promotion activities (comparison group two), and a control 
(comparison group three) without either of these interventions. There were 18 total community 
clubs located in villages in the two centers that comprised group one. These were the only 
hygiene community clubs that were known to exist in the southern province of Zambia at the 
initiation of this research project. The hygiene promotion activities specified in group two were 
primarily World Vision trained volunteers that went door to door for households in promoting 
and educating about hygiene and sanitation. All comparison groups were physically located 
within the Twachiyanda ADP perimeters and were selected because they had been exposed to a 
particular intervention, either community club or hygiene promoter. The control group centers 
were selected because of similar size and location within the same ADP. 
Data Collection 
The first stage of data collection consisted of focus group discussions with all 18 of the 
current community hygiene clubs and in-depth interviews with key informants. Key informants 
included school officials, hygiene promoters, community health workers, village headmen and 
religious leaders and totaled 48 in all. Discussions and interviews were led using a structured 
guide with open ended questions; follow up questions were asked as appropriate. Audio from 
focus group discussions were recorded and written notes were transcribed by the researchers for 
all interactions. Translators were used for all focus group discussions and many of the interviews 
when respondents did not report a very high comprehension of English. All interactions were 
preceded by a through informed consent and approval procedure by the respondents. Interviews 
and focus groups took place either outdoors or in a religious facility, located at various central 
places among the villages. (See the appendix for selected discussion guides and interview 
questionnaires.)   
The household survey was administered by trained personnel under World Vision 
supervision. The survey reached 523 households by convenience sampling representing an 
estimated 41.9% of the number of households in the targeted areas.  The household tool was 
constructed and approved by members of the research team, which included some members that 
were native to the area and was made to be easily implemented by local staff. Administrators 
were compensated for their time, but respondents received no compensation. The survey asked a 
variety of questions regarding WASH issues including attitudes and perceptions about water 
cleanliness, availability, and responsibility as well as several questions about their own hygiene 
and sanitation behaviors and practices. In the appropriate comparison groups, questions were 
also asked about community clubs and voluntary hygiene promoter. (Survey in Appendix) 
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Data collected from this survey were analyzed using Stata version 12 with assistance 
from the University of North Carolina’s Odum Institute. A codebook was created by the 
researcher by matching survey questions to data responses. Missing or unanswered responses 
were dropped, and some variables were modified to suit analysis. The variables involving 
cooking and drinking water from a safe source were recoded as dichotomous outcomes including 
the responses “piped water into dwelling”, “piped water to yard/plot”, “piped water to public 
tap/standpipe’”, “borehole”, and “piped water from mechanized borehole” as “safe sources” as 
these were typically associated with lower levels of contamination.23 “Unsafe sources” included 
the responses “protected dug well/spring”, “unprotected dug well”, “unprotected dug spring”, 
“surface water (river, dam, lake, pond, stream)”, and “rain water collection”. The “other/specify” 
response was dropped from the data set because no entries included a specification of the other 
source. Additionally, the descriptive statistic, responsibility to fetch water, included the “female 
child” and “male child” in the “child” category of the population24.  
The “safe sanitation” variable is also a modification of a variable from the data set. 
Responses from the question “What kind of toilet facility do members of your household usually 
use?” were recoded to a dichotomous outcome including “safe” and “unsafe” responses. Those 
responses that were recoded as safe were “flush to piped sewer system”, “flush to septic tank”, 
“pour flush latrine”, “Ventilated Improved Pit latrine (VIP)”, and “pit latrine with slab” because 
these facilities are associated with less contamination and considered more safe by international 
standards than alternatives.23 The responses “pit latrine without slab/open pit” and “no facilities 
or bush or field” were recoded as “unsafe” with a value of “0”.  
Finally, the “water storage” variable was also modified into a dichotomous outcome 
associated with safety. The entries were recoded into a negative or positive response to the 
question of water storage with lid. Specifically, “in a container/bucket inside the house with lid” 
and “in a container/bucket outside the house with lid” were recorded as positive responses or “1” 
and “in a container/bucket inside the house without lid” and “in a container/bucket outside the 
house without lid” were recoded as negative responses or “0”. The “other/specify” response was 
dropped from the data set because no entries included a specification of the other type of storage. 
After the variables were isolated and the data management and was complete, statistical 
tests were run to investigate the relationship among the variables. Binomial logistic regressions 
were performed using the community club comparison group as a baseline and coefficients as a 
measurement. P-values of less than or equal to 0.05 were considered significant, and the results 
were rounded to the hundredth decimal. 
 
RESULTS   
Twachiyanda Area Development Program (ADP) is a rural subsection of the Southern 
Province of Zambia. This area consists of primarily agricultural, Christian villages that adhere to 
both a federal and tribal rule of law. The federal government is the Republic of Zambia with its 
capital in Lusaka and which gained independence in 1973 from Great Britain. Twanchiyanda is 
also a division of Chief Chikanta’s Chiefdom, and many issues are resolved at the tribal level. 
Typically the federal and tribal components of the law operate independently and without 
conflict. The main agricultural products in this area are maize (corn), yams, tobacco, and cows; 
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subsistence farming is prevalent, but there are some larger scale farms in the area. The people are 
primarily Christian and generally very religious. Religious leaders are often also leaders of the 
community and very respected.  
Men are polygamous in this area and the size of household reflects this tendency.  In the 
Southern province, polygamous unions are at the highest ratio in the country at an estimated 25% 
of marriages. Households can included several wives and many children, and local officials 
estimate that a household averages around 20 people in many villages. This number is also an 
indication of the high total fertility rate that was estimated to be 6.2 by the most recent 
Demographic and Health Survey in 2007. Other health concerns in this area are HIV/AIDS, 
malaria, respiratory and other infections, diarrhea and dysentery, and family planning. Many 
health conditions are seasonal and are experienced at greater rates in the wet season. The average 
life span is 4925 and the infant mortality rate is 70 per 1,000 live births.3 
Twachiyanda ADP is an artificial division of the area by World Vision Zambia that 
includes a number of smaller villages geographically close together. This area is approximately 
100 kilometers from the nearest town. It is nearly a two hour drive in the dry season in an all-
terrain vehicle by paved and dirt roads, but can take much longer or can be inaccessible by 
vehicle in the wet season.   
Results of Survey  
 Descriptive statistics provide some insight into the respondent population. (Table 1) Of 
the 523 participants interviewed, the largest percentage, 42%, came from communities with 
neither community clubs nor hygiene promoters; the fewest, 17.97%, came from villages where 
there were community clubs, and the final group, those that used voluntary hygiene promoters 
numbered or 34.03%. Respondents were predominately women, 75.52%, who reported living in 
a household with a male head, 89.48%. The mean age of the household head was 42.47 years and 
most, 68.83% attained a primary education or to grade level 8.  The average household size was 
7.72 people and 19.0% of households reported having at least one school aged child not 
attending school. Many households reported having more than one child not attending school; 
the average for this subset of the population was 1.88 children not attending school at the time of 
questioning. In the majority of the households, 65.04%, women or children were reportedly 
responsible for “fetching water”.
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Table 1a: Characteristics of household survey participants 
Variable Name # Obs.  Mean  Std. Dev.  Min  Max 
Age of household head 523 42.47 13.86 20 98 
Household size  523 7.72 3.66 2 26 
Average # children not attending school 98 1.88 1.29 1 8 
 
Table 1b: Characteristics of household survey participants 
Variable Name  Percent of Sample Population  
Female gender of respondent 75.72 
Respondent reported head of their household was male 89.48 
Household located in village with club 17.97 
Household located in village with hygiene promoter 34.03 
Respondent reported head of their household had no formal education 6.31 
Respondent reported head of their household was educated beyond primary (grade 8) 24.86 
Households with at least one child not attending school 19.0 
Households where women are responsible for water attainment  36.71 
Households where children are responsible for water attainment 28.87 
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Table 2: Comparison of Outcomes of Hygiene Promoter model vs Community Club Model: World Vision Zambia Twachiyanda ADP 
Club Evaluation Household Survey, Zambia, 2012 
Dependent Variable P value 
of 
Logistic 
Model  
Odds Ratio 
Hygiene 
Promoters 
95% Conf. Interval 
Hygiene Promoters 
Odds Ratio 
Community 
Clubs 
95% Conf. Interval  
Community Clubs 
Child in household not 
attending school 
0.06 1.20 0.72- 2.00 2.00 1.14 – 3.53 
Mentioned hand 
washing after cleaning baby 
0.37 0.96 0.57-1.62 1.50 0.81 – 2.64 
Mentioned hand washing 
before feeding baby 
0.28 0.97 0.54 – 1.73 1.61 0.86- 3.04 
Safe sanitation facility 0.09 0.90 0.54 – 1.51 0.53* 0.30 - 0.94 
Having drinking water 
from a safe source 
0.00 1.35 0.86 – 2.12 5.56* 2.33 - 13.30 
Having cooking water from 
a safe source 
0.00 1.24* 1.95 – 9.20 4.24* 1.95 – 9.20 
Water treatment 0.90 1.13 0.65 – 1.98 1.06 0.53 – 2.10 
Water storage with lid 0.00 1.75 0.92 – 3.31 7.45* 1.76 - 31.64 
 
 12 
 
Findings indicate that there may be some interesting associations between the comparison 
groups and dependent factors, but the initial course of analysis of direct parental and child 
behaviors did not prove significant. There was not a significant association among the 
comparison groups and the likelihood of having a child not attending school.  Furthermore, there 
was not a significant relationship found among comparison groups and likelihood of mentioning 
“after cleaning a baby’s bottom” or “before feeding a child” when asked when hand washing was 
necessary.  
 Further analysis showed the community clubs did impact household WASH practices in 
other ways. Respondents from intervention groups were more likely to use water from a safe 
source for drinking than the control and community clubs proved the most effective, with odds 
ratio of 5.56 for the community club groups versus control and odds ratio of 1.35 for the hygiene 
promoter groups versus the control.  Similarly, they were more likely to cook with safe drinking 
water than those from the control group or hygiene promoter villages, with 4.24 and 1.24, 
respectfully. Additionally, community club village respondents were more likely to store water 
in a container with a lid than in the control group and hygiene promoter groups, with odds ratios 
of 7.45 for community clubs versus the control and 1.75 for hygiene promoters versus the 
control.  The likelihood of water treatment did not prove to be significantly related to the 
presence of community clubs in either comparison groups.  
 
Field Notes from Qualitative Data 
The focus groups provided information on what community members felt were important 
characteristics in the success of their club. Five common themes emerged across all focus 
groups, namely stakeholder leadership, club administration, women’s role, health inclusivity, and 
spiritual or emotional involvement.  
Stakeholder Leadership. Involving select community members as key stakeholders in the 
club either as members or as supporters of their effort was the first characteristic of the common 
themes. Clubs always sought the permission of the village headmen, a tribal leader of the village 
that reported to the Chief, before initiating their formation or trying to grow membership. Other 
health officials and trained volunteers were often involved as either official members of the 
clubs, elected executives, or informal collaborators. Religious leaders were also encouraged to be 
involved as respected members of the community and because clubs often tied health and 
hygiene to spirituality. Meetings typically began with prayer and in many cases, “cleanliness is 
next to Godliness” was noted as a reason for the importance of having their club. This 
involvement was also emphasized in a following theme.  
Administration of Clubs. A second theme was a structured club and meeting format 
including a constitution and member fees. This shared, formal theme most likely reflects 
experiences in other clubs in their community and outside actors introducing those models. The 
constitution typically is a handwritten document that states the official name of the club, the date 
of formation, the executive officials, the mission, and any requirements such as fees asked of 
members. Monetary fees associated with membership were a component of all hygiene clubs 
interviewed, although the amount of the fees, their frequency of collection, and strictness of 
adherence varied greatly. The fees were either viewed as an investment to further the clubs 
income generating activities, as a proof of commitment to the club as a member, or as a required 
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humanitarian donation so that the club may help those less fortunate in the community. These 
funds were used to buy livestock, material or seed for income generating activities or were used 
to build latrines or provide soap to needy villagers.  
Women’s Role. The role of women was one that arose many times in discussions with 
hygiene community clubs and was the third shared theme. This is not surprising considering that 
in the developing world, water collection and allocation is considered a “woman’s 
responsibility”. Furthermore, in two thirds of the world, women and children are responsible for 
accessing water and typically walk a distance of six kilometers to do so. These statistics were 
reflected in attendance of focus group discussions and reported membership of community clubs. 
Among the 18 clubs investigated in this study, 73.0% of the respondents of the focus group 
discussions were women. It was common that women held elected executive positions in these 
clubs and were given responsibilities of leadership that were not experienced outside of the 
clubs. In one club, membership was restricted to only women and in five of the other clubs 
(27.7% of total interviewed), females made up 90% or more of total membership. There were 
many implications of this gender disproportion. In some cases, hygiene clubs also acted as 
women’s support groups were women could discuss private issues pertaining to women such as 
child spacing. The income generating activities in the groups also provide a source of funds for 
women that previously had no monetary independence.  
Health Inclusivity. In addition to discussing women’s centered health issues such as 
family planning, a number of other health issues were mentioned at focus groups. As a fourth 
theme, various other physical health issues were discussed at meetings. HIV/AIDS and orphan 
care were common topics as well malaria prevention, especially as it relates to cleanliness of 
households and water storage. Nutrition was also a prevalent topic at meetings because 
community gardens either for income generating or for personal consumption was a common 
activity. Food and water storage brought up issues of proper kitchen techniques and led to recipe 
sharing and food preservation for seasonal shortages. One community group even held regular 
cooking lessons for new mothers as way to educate about food storage, nutrition, and hand 
washing. They stressed the importance of green leafy vegetables for young children and how to 
cook starches to ensure nutritionally adequate meals for everyone, in addition to the importance 
of frequent hand washing with young children. Basic biology and disease transmission was 
discussed while linkages of hygiene and sanitation to dysentery, diarrhea, and intestinal worms 
were shared.  
Spiritual and Emotional Involvement. The connection to health and well-being with the 
purpose of these clubs extended further than the discussion and sharing of information. Spiritual 
and emotional health was an additional benefit members reported attaining and a fifth theme 
shared among those interviewed. The idea that keeping the body healthy was a way of serving or 
expressing faith provided additional motivation for participation. Since being dirty was 
associated with disease and death, cleanliness and hygiene was associated with life and religion. 
Additionally, meetings typically involved prayers and religious leaders were often involved. 
Meetings were sometimes held at the center’s church and did not take place on the Sabbath or 
other religious days.  
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Discussion  
Findings from data analysis and discussions provide insight into the targeted questions of 
club’s implementation, success, contextual factors, and impacts on WASH outcomes. 
Implementation was largely community initiated and involved key stakeholders such as religious 
and tribal leaders. Club meetings were regularly scheduled, and attended by many members of 
the community with a disproportionate number of women involved. Success was measured by 
the members’ adoption of safe hygiene practices and implementation of sanitation facilities as 
well as the monetary gains associated with membership. An adherence to a structured format of 
club meetings and administration was common factor among clubs, and there was a 
comprehensive approach to the curriculum involving other health topics. Spiritual discussion and 
emotional well-being were also perceived benefits of clubs. Furthermore, clubs may encourage 
higher rates of adoption of hygienic behaviors when compared to previous or no interventions. 
Community clubs were significantly associated with a higher likelihood of using water from safe 
sources in the household and with proper water storage practices. 
Some common themes could pose problems to community club engagement and 
sustainability in the future. The shared inclusion of financial matters, both in the acquirement of 
fees and in income generating activities, may cause certain complications. Although all clubs 
expressed enthusiasm that their club “would go on forever” and be there for their “children’s 
children”, reliance or inclusion of an unstable financial endeavor may pose a threat to the club’s 
existence. Indeed the most clubs that met the most consistently and had the greatest community 
involvement were those that were most successful in their investments. One club had earned 
enough currency that they opened a bank account in the closest town to store their profits that 
they earned from various income generating activities Many individual households did not have 
this sort of financial account and were excited about engaging in this way. The concern that 
some clubs that have not profited and those you have even lost money did seem to also be 
declining in interest in the club itself. Hygiene was always noted as the main mission of the club, 
but many seemed to be heavily invested in the financial aspect of membership. In an unstable 
economy and with unpredictable agricultural conditions, the tendency to tie money with health 
could prove problematic.  
Another issue for consideration is the high ratio of women. Although this aspect provided 
leadership experience, an avenue to discuss issues, and financial endeavors and practice, not all 
affects were positive. One village member admitted that he did not trust a community club made 
only of women and did not allow his wives to go. Other men were discouraged to become 
members because the club furthered the notion that hygiene was a “woman’s issue”. These clubs 
seemed to affect gender relations and equality beyond the initial perceived advancement.    
A final potential problem of the club implementation that arose during focus group 
discussions was the separation from children’s and school based activities focused on WASH. 
None of the clubs interviewed included children in their meetings, neither as members nor 
observers. They also did not interact or collaborate with the previously established, school-based 
WASH clubs, although school clubs were viewed positively in the community. School-based 
WASH has been an intervention in this area for some time and student members seemed eager 
and excited about their activities. Students and teachers reported that members of these clubs 
often taught fellow students, their household members, or other community members about the 
importance of hygiene and sanitation; and this information sharing was an importance source of 
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education in the community. When researchers had the opportunity to speak with a selected 
number of WASH student clubs, they correctly recalled or answered questions about proper 
practices, health, and disease transmission. Interestingly, both school and community clubs did 
not report considering interacting with one another. This highlights a potential missed 
opportunity to strengthen and collaborate as both types of clubs grow and involve more 
members. 
Strengths and Limitations. The analysis provides some insight into the implications of 
clubs in Twachiyanda, but there are additional points that should be considered. Data providing 
age of household head may be inflated, resulting in a high statistic reported in Table 1. This may 
be a reflection that many respondents do not have accurate information or knowledge of their 
own or their spouse’s age. This appeared to also be the case when speaking with respondents 
during in-depth interviews. Several years ago, many births did not occur in hospitals or medical 
facilities and this information may not have been recorded. Also, the data provide different 
information about household size than what was believed to be average in this area. This may be 
due to female participants responding to survey questions with family size rather than household 
size, thereby including only their own biological children rather than the total number of wives 
and children living in the household. A definition of “household” should have been provided for 
participants by the survey administrators. 
There were also some limitations of the data set and analysis. The survey provided a 
limited number of variables that may impact child health, so the analysis was very basic. A more 
direct child health data set for these comparison groups would provide a more detailed and 
developed study of this topic. Additionally, more demographic variables in this survey set such 
as respondent age, education, and wealth would allow for an analysis controlling for more 
potential cofounders. The question was asked concerning age and education of the household 
head, but this information is less helpful in considering the female and primary stakeholder’s role 
in this topic. The data set did not reveal why children were missing school in a large proportion 
of the population; although the question was asked, responses did not reveal the cause of children 
not attending. It is possible that there are others factors related to WASH in this relationship that 
should be researched. Finally, there may have been an influence of response bias in the sample 
population. The survey administers acknowledged their affiliation with World Vision, and 
although, they clearly expressed that their responses will not influence services provided, 
respondents may have overestimated some safe practices because they associate World Vision 
with WASH promotion.  
This formative research provides a foundation for future work and addresses a gap in the 
current knowledge base of community clubs. Though the general efficacy of hygiene and 
sanitation promotion on public health has been established, isolating the impact of community 
clubs on child health has not. Despite a small number of definitive conclusions that this data set 
provides, it does highlight the importance of the nature of this topic area and hopefully 
encourages a larger scale investigation with more targeted child health questions. Direct child 
health outcomes were not considered because previous work has shown that connecting health 
outcomes with WASH can be ineffective.26 Rather by isolating practices that will impact health 
outcomes in the future, the study serves as formative research for future considerations. 
Additionally, the data set provides a unique prospective of WASH issues in this area. By having 
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a majority of female respondents, the survey reflects a more accurate depiction of parental and 
WASH practices, since women were more like likely to be responsible for or involved in these 
activities15. Another strength of the study was the distribution of the surveys among the 
comparison groups. Although the respondent’s comparison groups were not equal in number, 
they do reflect a proportionally accurate ratio of the villages. Villages with community clubs are 
a small proportion of the total number of villages in the district, but the data provides a sample 
population that includes all villages where clubs are present. In this way, it helps control for 
other factors that might be affecting the comparison groups.  
Conclusion 
 Promoting hygiene and sanitation is an important concern in developing areas as WASH 
impacts child health in many ways. Identifying the most effective model of promotion is also of 
importance since this may improve child health outcomes directly and indirectly. Initial survey 
findings suggest that community clubs may be associated with some healthy practices. 
Community clubs were found to be more effective at encouraging participants to obtain drinking 
and cooking water from a safe source than the previous intervention and store that water properly 
in their households. The formative research on community clubs in the Twachiyanda ADP 
provides a starting point and reveals some insights gathered from the formation of clubs in this 
area. Considering common themes among community clubs, such as key stakeholders, format, 
female involvement, health, and spirituality, is an avenue to address potential problems and can 
help guide future programming.  
These results are encouraging and highlight the need for additional research on this topic, 
as potential implications for organizational, national, and international priorities indicate the 
importance.   
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World Vision Zambia Twachiyanda ADP Club Evaluation Household 
Survey 
 
Section 1: Household Identification 
101 
Centre Name: ………………………………………………………… 
|__||__| 
 
101 
102 
Cluster Name/Village Name:  ………………………………………… 
|__||__| 
 
102 
103 
Cluster Code 
|__||__| 
 
103 
104 
Household Number 
|__||__| 
 
104 
105 
Questionnaire ID 
|__||__||__||__||__||__| 
 
105 
106 
Enumerator’s Name: …………………………………………………. 
  
106 
 
 
____ / ____ / ____ 
day   month   year 
 
 
 
107 Supervisor’s Name: ……………………………………………………  
 107 
108 Data Entry Clerk’s Name: ……………………………………………..  
 108 
 
 
 
 
 
 
 
 
 
  
 
 
 
Guidance for introducing yourself and the purpose of the interview: 
 
First introduce yourself to the respondent. This includes introducing your name and the organisation 
that you are representing (World Vision Zambia). This discussion should encompass explaining  
a) the purpose of the survey,  
b) how long it will take,  
c) how this household was chosen for participation.  
It is important also to explain that this survey will have no impact on whether the household will or will 
not receive any assistance offered by World Vision Zambia in the future. It is also important to 
emphasize to the respondent that the information collected from them will be combined with the 
information collected from other respondents and used to improve future related interventions. Each 
household’s responses will be kept confidential, and will not be shared with development programs 
operating in and around this community. Then, ask the household whether they are willing to participate 
in this survey interview.  
 
NB: The respondent should be an adult who is the main decision maker for this household. If husband 
and wife jointly manage the household, both should be interviewed together. Participation of the wife 
should be encouraged. Every effort should be made to avoid interviewing anyone other than the 
decision makers as this may provide inaccurate information.  
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Section 2: Household Demographics 
201 
Gender of 
household head 
1 = Male                        2 = Female 
 
201 
202  Age of household 
head 
|__||__| 
 
202 
203 Educational level of 
household head 
Grade = |__||__| 
 
203 
204 
Trainings 
completed by 
household head Specify: ………………………………………………………………….. 
 
204 
205 
What is the total 
number of people 
who have been 
living in your 
household for the 
past three months 
(including non-
family) 
< 5 years 5-18 years 19-60 years > 60 years Total 
 
205 
(check 
total) 
      
206 
Are there any 
school going aged 
children (6 – 18 
years) who are not 
attending school? 
1 = Yes 
0 = No  
 
206 
207 
If yes, how many?  |__||__| If no in 206, put 00 
 207  
Put 
two 
digits 
208 
What are the 
reasons the 
children are not 
attending school?  
 Mentioned  
208 
Circle 
all 
that 
apply 
1 = No funds for school fees 1 = Yes         0 = No     
2 = No money for uniforms, books etc. 1 = Yes         0 = No     
3 = Mentally ill/ physically disabled 1 = Yes         0 = No     
4 = Taking care of ill household member 1 = Yes         0 = No     
5 = Looking after siblings 1 = Yes         0 = No     
6 = Funerals 1 = Yes         0 = No     
7 = School is very far  1 = Yes         0 = No     
8 = Assisting with agricultural 1 = Yes         0 = No     
9 = Assisting with livestock 1 = Yes         0 = No     
10 = Assisting with household chores 
(water or firewood collection) 
1 = Yes         0 = No     
88 = Other, specify:___________________________ 
99 =  Not applicable (if “no” in question 
206) 
  
209 
Are there any 
children who have 
lost one or both 
parents in your 
household (under 
18 years) 
1 = Yes 
0= No  
99= Not applicable 
 
209 
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210 
If yes, how many?  |__||__| If no in 204, put 00 
 210 
Put 
two 
digits 
 
Section 3: Water, Sanitation & Hygiene 
 
What is the main source of water for your household for the following purposes  
(only one answer):  
 (a) Drinking……………………… 
(b) Cooking………………………… 
(c) Washing household Items 
(dishes)……. 
(d) Washing Clothes and nappies… 
(e) Bathing…………………………… 
... [ __ ] 
 
... [ __ ] 
 
... [ __ ] 
 
... [ __ ] 
 
... [ __] 
 
 
Coding 
 
 
1 Piped water into dwelling 
2 Piped water to yard/plot 
3 
Piped water to Public 
tap/standpipe 
4 Borehole 
5 
Piped water from Mechanized 
borehole 
6 Protected dug well/spring 
7 Unprotected dug well 
8 Unprotected dug spring 
9 
Surface water (river, dam, 
lake, pond, stream) 
10 Rain water collection 
11 Others (Specify: 
 
If it is piped water, what is the original 
source of the water? 
1 = Mechanised borehole 
2 = Mechanised spring 
3 = River/Dam 
99= Not applicable  
 
 
How sufficient is the quantity of 
water from the source for drinking 
water? 
1 = Sufficient throughout the year 
2 = Seasonal 
3 = Not sufficient throughout the year 
 
 
If the answer to question 503 is [2] 
seasonal, which month is the water 
available? Put 1 if water was available, 
and 0 if unavailable 
99= Not applicable  
J F M A M J J A S O N D 
 
 
If you use different water source for 
drinking water during the dry season 
which water source do you use? 
1 = Protected source (borehole/protected well/piped 
water)  
2 = Unprotected source (open well/river/river 
sand/pond) 
99 = Not applicable  
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Whose responsibility is it to fetch 
water? 
 Mentioned 
Multiple 
answers 
possible 
1 = Adult woman 1 = Yes         0 = No     
2 = Adult man 1 = Yes         0 = No     
3 = Female child 1 = Yes         0 = No     
4 = Male child 1 = Yes         0 = No     
5 = Everybody in HH 1 = Yes         0 = No     
 
88 = Other (specify) ……………………………. 
99 = Not applicable   
 
How do you (or the person 
responsible) transport water from the 
water source? 
 Mentioned 
Multiple 
answers 
possible 
1 = On the head 1 = Yes         0 = No     
2 = Cart 1 = Yes         0 = No     
3 = Wheel barrow 1 = Yes         0 = No     
4 = Bicycle 1 = Yes         0 = No     
 
88 = other (specify) ……………………………. 
99= Not applicable   
 
How much time does it take you to 
get to the water source from your 
homestead? 
1 = less than 15 minutes 
2 = 15 – 30 minutes 
3 = 30 – 45 minutes 
4 = 45 – 60 minutes 
5 = more than 60 minutes 
6 = Water is piped into the house/yard/plot 
888 = Don’t know 
 
 
How long do you have to queue up 
before you get your turn to fetch 
water? 
1 = less than 15 minutes 
2 = 15 – 30 minutes 
3 = 30 – 45 minutes 
4 = 45 – 60 minutes 
5 = more than 60 minutes 
6= Water is piped into the house/yard/plot 
888 = Don’t know 
 
 
How much time does it take you to 
reach home AFTER you have 
collected water each day from your 
water source? 
1 = less than 15 minutes 
2 = 15 – 30 minutes 
3 = 30 – 45 minutes 
4 = 45 – 60 minutes 
5 = more than 60 minutes 
6= Water is piped into the house/yard/plot 
888 = Don’t know 
 
 
What is the approximate distance 
from your homestead to the water 
source 
1 = less than 500m 
2 = between 500m and 1km 
3 = between 1km and 2km 
4 = between 2km and 3km 
5 = between 3km and 4km 
6 = more than 4km 
 
 
How many times do you travel to the 
water point to fetch water per day 
1 = once 
2 = twice 
3 = three times 
88 = other (specify) ...………………………………… 
99= Not applicable 
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How much water does your 
household collect each day for the 
following purposes:  
 
 
 
(a) Drinking 
(b) Bathing 
(c) Cooking, 
(d) Personal and household hygiene 
and sanitation. 
                             
 Litres 
                 
                      Litres      1= bathing in river  
 
                      Litres 
 
                      Litres 
 
 
 
What do your household generally 
think about the water quality? 
The taste is 1 = Good     2 = Bad 
The colour is 1 = Good     2 = Bad 
The smell is 1 = Good     2 = Bad 
 
 
What kind of vessel does your 
household use to fetch and carry 
drinking water? 
         Mentioned 
Multiple 
answers 
possible 
1 = Container with a lid 1 = Yes         0 = No     
2 = Container without a lid 1 = Yes         0 = No     
3 = Bucket with a lid 1 = Yes         0 = No     
4 = Bucket without a lid 1 = Yes         0 = No     
5 = Wash basin 1 = Yes         0 = No     
 
6 = Others: Specify: ……………………………… 
99 = Not applicable   
 
Observation: How do you keep 
drinking water in your house? 
 
1 = In a container/bucket inside the house with lid 
2 = In a container/bucket inside the house without lid 
3 = In a container/bucket outside the house with lid 
4 = In a container/bucket outside the house without 
lid 
5 = Others: Specify:……………………………… 
Multiple 
answers 
possible 
 
Do you treat your water in any way 
to make it safer to drink? 
 
1 = Yes 
0 = No  
 
If Yes, how do you treat water before 
drinking? 
1 = Boiling 
2 = Putting Chlorine 
3 = Filtering (strain) through a cloth 
4 = Allowing it to settle 
5 = Pouring ash in and allowing to settle 
88 = Other (specify) ……………………………… 
99 = Not applicable  
 
 
If No, why don’t you treat water 
before drinking 
1 = It is expensive 
2 = The water is safe 
3 = No need 
88 = Other (specify) ……………………………… 
99 = Not applicable  
 
 
How does your household dispose of 
used water 
1 = We pour into pit 
2 = We use it for watering plants 
3 = We Pour it onto the passages 
4 = We pour it into gutters/drainages 
5 = We pour it onto the grass 
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Who owns the main water source? 1 = Family 
2 = Neighbour 
3 = Local school 
4 = Local health centre 
5 = Community 
6 = No one 
88 = Other (specify) …………………………… 
 
 
Do you pay for the water you use or 
do you pay for operation and 
maintenance cost of the water facility 
which your household uses for 
drinking water? 
 
1 = Yes 
0 = No     
  
 
If Yes, how much do you pay? K_____________ per month 
 
K_____________ per year 
 
K_____________ per bucket/container 
99 = Not applicable  
 
 
Is there a V-WASHE committee in 
your village? 
1 = Yes 
0 = No          
 
If Yes, How many members does the 
Village WASHE committee have? 
 
__________ Female __________Male 
 
888 = I don’t know 
99 = Not Applicable 
 
 
Do female members have the 
following positions? 
(DK = Don’t Know) 
a) Chairperson     1 = Yes    2 = No  888 = DK    
b) Treasurer         1 = Yes    2 = No   888 = DK      
c) Secretary          1 = Yes    2 = No   888 =DK    
99= Not applicable  
 
 
If there is no V-WASHE committee, 
then who is responsible for the 
maintenance and operations of the 
water source which your household 
uses for the drinking water? 
1 = Water point committee 
2 = Village Development Committee 
3 = Caretakers 
4 = Self 
5 = All who use the source 
6 = Nobody 
88 = Other (specify) ………………………………… 
99= Not applicable  
 
 
Would you be willing to contribute in 
cash for construction and 
maintenance of communal improved 
water supply facility if it happens in 
your village? 
 
1 = Yes 
0 = No  
 
If yes, how much could your 
household pay as a maintenance fund 
for improved water facility? 
K_____________ per month 
 
K_____________ per year 
 
99 = Not Applicable 
 
 26 
 
 
Would you be willing to contribute 
in-kind for the construction and 
maintenance of communal improved 
water supply if it happens in your 
village? 
 
1 = Yes 
0 = No  
 
If yes, what kind of materials can your 
household contribute for 
construction of communal improved 
water facility? 
1 = Burnt bricks 
2 = Sand 
3 = Crushed stones 
4 = Poles 
5 = Time and labour 
88 = Other (specify)…………………………… 
99 = Not Applicable 
 
 
What kind of toilet facility do 
members of your household usually 
use? 
1 = Flush to piped sewer system 
2 = Flush to septic tank 
3 = Pour flush latrine 
4 = Ventilated Improved Pit latrine (VIP) 
5 = Pit latrine with slab 
6 = Pit latrine without slab/open pit 
7 = No facilities or bush or field 
 
 
Do you share this facility (toilet) with 
other households? 
1 = Yes 
0 = No 
99 = Not Applicable 
 
 
If Yes, how many other households 
share this toilet? 
 
 
____ Households;  
99 = Not Applicable 
 
 
How do you dispose of the stool of 
infants and babies? 
1 = Thrown in toilet, latrine or blair toilet 
2 = Buried in yard 
3 = Children always use a toilet or latrine 
4 = Thrown outside the yard/garbage 
5 = Not disposed of or left on the ground 
88 = Other (s) (specify) ………………………… 
99= Not applicable  
 
 
Observation: How far is the latrine 
from the house? 
1 = Inside the house 
2 = Attached to the house 
3 = 10 – 20 metres 
4 = 20 – 50 metres 
5 = More than 50 metres  
99 = Not Applicable 
 
 
Observation: Is the latrine clean (no 
faecal matter/urine on the floor) 
1 = Yes 
0 = No 
99= Not applicable 
 
 
Observation: Does the latrine have 
a sanplat (concrete slab) 
1 = Yes 
0 = No 
99= Not applicable 
 
 
Observation: is there any sign of 
animal or human defecation in the 
courtyard? 
1 = Yes 
0 = No 
99= Not applicable  
 
 
Who built your toilet? 1 = Household Head 
2 = Neighbor 
3 = NGO staff 
4 = Headman/Royal Council 
99 = Not Applicable 
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Did you have to spend money for the 
construction of your toilet? 
1 = Yes 
2 = No 
99 = Not Applicable 
 
 
If yes, how much money did you pay? K_____________ labour 
 
K_____________ burnt bricks 
 
K_____________ cement 
 
K_____________ sanplat 
 
K_____________ roofing material 
 
K_____________ grass/sticks 
 
K_____________ other 
 
99 = Not applicable 
Multiple 
answers 
possible 
 
Did you pay anything in-kind for the 
construction of your toilet? 
1 = Yes 
2 = No 
99= Not Applicable 
 
 
If yes, what did you pay in-kind?  _____________ labour 
 
 _____________ burnt bricks  
 
 _____________ cement  
 
 _____________ sanplat 
 
 _____________ roofing material 
 
 _____________ grass/sticks 
 
 _____________ other 
 
 
 
99 = Not applicable 
Multiple 
answers 
possible 
 
When did you dig your toilet? 1 = 1 month ago 
2 = 2-6 months ago 
3 = 7-12 months ago 
4 = 1 year ago 
5 = 2 years ago 
6 = 2+ years ago 
99 = Not applicable 
 
 
When did you build your toilet? 1 = 1 month ago 
2 = 2-6 months ago 
3 = 7-12 months ago 
4 = 1 year ago 
5 = 2 years ago 
6 = 2+ years ago 
99 = Not applicable 
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Observation: Is there a handwashing 
facility? 
1 = Inside the house 
2 = Attached to the house 
3 = Attached to the toilet 
4 = 1 metre from the toilet 
5 = 2 metres from the toilet  
6 = More than 3 metres from the toilet 
99 = Not Applicable 
 
 
When do you wash your hands? 
(Record all mentioned answers. Do 
not prompt!) Circle 1 if answer 
mentioned, 0 if answer not 
mentioned 
 Mentioned 
Multiple 
answers 
possible 
1 = After going to the toilet/ 
bush 
1 = Yes 
0 = No 
2 = After cleaning baby’s 
bottom 
1 = Yes 
0 = No 
3 = Before food preparation 1 = Yes 0 = No 
4 = Before/after eating 1 = Yes 0 = No 
5 = Before feeding children 1 = Yes 0 = No 
6 = After working outside 1 = Yes 0 = No 
 
How do you wash your hands? 1 = In the basin    [    ]   
2 = Outside the basin   [    ] 
3 = Pour water from a cup  [    ] 
4 = Others (specify:______________________ 
 
 
 
Would you like to bring me the soap 
or ash used for handwashing?  
Record the amount of time needed 
for the responded to bring soap to 
the enumerator when asked. 
 
 
 
|__|__|__| seconds 
 
999 = Not Applicable 
 
  
Would you like to explain and 
demonstrate how you wash your 
hands?  
Circle 1 if answer mentioned or 
demonstrated, 0 if answer not 
mentioned or demonstrated. 
  Mentioned 
Multiple 
answers 
possible 
1 = Uses water only 1 = Yes 0 = No 
2 = Uses water and soap  1 = Yes 0 = No 
3 = Uses water and ash (or 
other soap alternative) 
1 = Yes 0 = No 
4 = Washes both hands 1 = Yes 0 = No 
5 = Rubs hands together at 
least 3 times 
1 = Yes 0 = No 
6 = Dry hands by air drying or 
using a cloth                      
1 = Yes 0 = No 
  
Observation: Is there a bathing 
facility in (or around) the house? 
1 = Yes 
0 = No  
 
Where do you dispose of your 
household waste? 
1 = Refuse pit 
2 = Bush 
3 = Burning 
4 = Burying 
5 = Compositing 
6 = Other_____________________________ 
 
 
Observation: Is there a rubbish pit 
near (or around) the house? 
1 = Yes 
0 = No  
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Observation: Does the rubbish pit 
contain rubbish? 
1 = Yes 
0 = No 
99 = Not Applicable 
 
 
Observation: Is there a dish rack? 1 = Yes 
0 = No 
 
 
Observation: Does the dish rack 
have dishes on it? 
1 = Yes 
2 = No 
99 = Not applicable 
 
 
Observation: Are the dishes turned 
upside down? 
1 = Yes 
2 = No 
99 = Not applicable 
 
 
How do you store your food after 
cooking? 
1 = In cooking pot without lid 
2 = In cooking pot with lid 
3 = In dish without cover 
4 = In dish and with cover  
99 = Not applicable 
 
 
How do you store remaining food 
after eating? 
1 = In cooking pot without lid 
2 = In cooking pot with lid 
3 = In dish without cover 
4 = In dish with cover 
5 = Throw in rubbish pit 
6 = Feed to animals 
7 = Other ………………………… 
99 = Not applicable 
 
 
 
Observation: Is the household 
surrounding clean? 
1 = No debris visible 
2 = Grass is cleared away from house 
3 = No human faecal matter  
4 = No animal faecal matter 
5 = No dishes  
6 =  
 
 
 
How do you maintain household 
surrounding? 
1 = Sweep debris  
2 = Cut grass short during rainy season 
3 =  
4 = Nothing, I don’t need to. 
5 =  
99 = Not Applicable 
 
 
How often do you maintain your 
surrounding? 
1 = Once a day 
2 = Every other day 
3 = Three times per week 
4 = Once per week 
5 = Once every two weeks 
6 = Three times per month 
7 = Once per month 
99 = Not Applicable 
 
 
 
Have you received any health 
information about water, sanitation 
and hygiene? 
1 = Yes 
0 = No 
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550 
How often did you receive it? 1 = Weekly 
2 = Monthly 
3 = Quarterly 
4 = Once in a year 
88 = Other (Specify): _____________________ 
99 = Not applicable  
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541 
What kind of hygiene/sanitation 
message(s) did you receive? (Record 
all mentioned answers. Do not 
prompt!) Circle 1 if answer 
mentioned, 0 if answer not 
mentioned  
 Mentioned 
Multiple 
answers 
possible 
1 = Hand washing with soap/ash 1 = Yes 0 = No 
2 = Diarrhoea disease 
prevention 
1 = Yes 0 = No 
3 = Dysentery disease 
prevention 
1 = Yes 0 = No 
4 = Homemade or packaged 
ORS treatment  
1 = Yes 0 = No 
5 = Malaria control and 
prevention 
1 = Yes 0 = No 
6 = Intestinal worm prevention 
and treatment 
1 = Yes 0 = No 
7 = Eye problem [infection] 
prevention 
1 = Yes 0 = No 
8 = Use/construction of toilets 1 = Yes 0 = No 
9 = Use/construction of dish 
racks 
1 = Yes 0 = No 
10 = Use/construction of 
rubbish pits 
1 = Yes 0 = No 
11 = Use/construction of 
bathing shelters 
1 = Yes 0 = No 
12 = Clean/safe water storage 1 = Yes 0 = No 
13 = Clean/safe food storage 1 = Yes 0 = No 
14 = Clean surrounding 1 = Yes 0 = No 
 
88 = Other ……………………   
99 = Not applicable   
 
Have you received any kind of 
hygiene and sanitation training? 
(Record all mentioned answers. Do 
not prompt!) Circle 1 if answer 
mentioned, 0 if answer not 
mentioned 
 Mentioned 
Multiple 
answers 
possible 
1 = Hand washing with soap/ash 1 = Yes 0 = No 
2 = Diarrhoea disease 
prevention 
1 = Yes 0 = No 
3 = Dysentery disease 
prevention 
1 = Yes 0 = No 
4 = Homemade or packaged 
ORS treatment  
1 = Yes 0 = No 
5 = Malaria control and 
prevention 
1 = Yes 0 = No 
6 = Intestinal worm prevention 
and treatment 
1 = Yes 0 = No 
7 = Eye problem [infection] 
prevention 
1 = Yes 0 = No 
8 = Use/construction of toilets 1 = Yes 0 = No 
9 = Use/construction of dish 
racks 
1 = Yes 0 = No 
10 = Use/construction of 
rubbish pits 
1 = Yes 0 = No 
11 = Use/construction of 
bathing shelters 
1 = Yes 0 = No 
12 = Clean/safe water storage 1 = Yes 0 = No 
13 = Clean/safe food storage 1 = Yes 0 = No 
14 = Clean surrounding 1 = Yes 0 = No 
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1 = Hand washing with soap/ash 1 = Yes 0 = No 
88 = Other …………………… 
99 = Not applicable   
551 
From whom did you receive this 
message or training? Record all 
mentioned answers. Do not 
prompt!) Circle 1 if answer 
mentioned, 0 if answer not 
mentioned 
1 = Media (TV/Radio/Newspaper) 
2 = Place of worship 
3 = Family member 
4 = MoH worker 
5 = Community health worker 
6 = Neighbour 
7 = NGO staff 
8 = Teacher 
9 = Hygiene Promoter (World Vision Trained) 
10 = Village Hygiene Club  
12 = Headman/Royal Council  
11 = Other (Specify): ____________________ 
99 = Not applicable  
Multiple 
answers 
possible 
 
What is the easiest hygiene behaviour 
for you to change? Record all 
mentioned answers. Do not 
prompt!) Circle 1 if answer 
mentioned, 0 if answer not 
mentioned 
1 = Use of clean/safe drinking water 
2 = Use of closed storage for clean/safe drinking water 
3 = Use of clean/safe food storage 
4 = Use of latrines 
5 = Hand washing at key times 
6 = Use of dish rack 
7 = Use of rubbish pit 
8 = Maintenance of clean surrounding 
9 = Disposal of children’s stools 
10 = Other (specify):________________ 
11 = None 
Multiple 
answers 
possible 
552 
What is the hardest hygiene 
behaviour for you to change? Record 
all mentioned answers. Do not 
prompt!) Circle 1 if answer 
mentioned, 0 if answer not 
mentioned 
1 = Use of clean/safe drinking water 
2 = Use of closed storage for clean/safe drinking water 
3 = Use of clean/safe food storage 
4 = Use of latrines 
5 = Hand washing at key times 
6 = Use of dish rack 
7 = Use of rubbish pit 
8 = Maintenance of clean surrounding 
9 = Disposal of children’s stools 
10 = Other (specify):________________ 
11 = None 
Multiple 
answers 
possible 
 
Rapid observations
1
 
 Whether or not soap is present in the home 
 whether the household has a designated place for handwashing 
 whether the tools required (soap and water, or mud/ash and water) are simultaneously placed to practice the 
behavior is the individual chooses to do so 
Record the amount of time needed for the responded to bring soap to the interviewer when asked – less than 60s seconds 
is required, this could indicate the ready availability of soap. 
Rapid observations are objectively recorded and relatively straightforward, validity and reliability are preserved. 
                                                          
1
 WSP Practical guidance for measuring handwashing Behavior 2010 p.10 
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Section 4: Groups I and II 
4 
Is there a trained World Vision 
trained Hygiene Promoter in your 
village? 
1 = Yes 
2 = No 
888 = Don’t know 
4 
4 
If yes, what is the Hygiene 
Promoter’s name? 
 
Specify:  ……………..…………………………………. 
888 = Don’t Know 
4 
4 
Is there a hygiene-focused club in 
your village? 
1 = Yes 
2 = No 
888 = Don’t know 
4 
4 
If yes, are you a member in this 
hygiene-focused club? 
1 = Yes 
2 = No 
3 = No but I would like to be 
888 = Don’t know 
4 
4 
  4 
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Focus Group Guide – Household Community of Practice Clubs  
Conditions of Focus Group
Study Identification Number: __________________ 
Location: __________________________________ 
Date: _____________________________________ 
Time: _____________________________________ 
Total Time: _________________________________ 
Interviewer(s): ______________________________ 
Facilitator: _________________________________ 
Translator: _________________________________
Additional Information 
Village:_____________________________________ 
Number of participants:_______________________ 
Total Number in Club:_________________________ 
Regular Meeting Place:________________________ 
Regular Meeting Time: ________________________ 
Name of associated VHP:______________________ 
Name of Club: ______________________________ 
 
Date Club Started: ___________________________ 
Primary Language: ___________________________ 
Training Received: ___________________________ 
Number of Women: __________________________ 
Number of Men: _____________________________ 
Number of under 18: _________________________
Questions 
Greeting and introductions; ask names and professions.  
1. How did this club form?  
a. Who initiated the start of this Club?  
b. Did your VHP attend the Mr. Edward Guzha and Dr. Opong in August 2011? 
c. Have you had WV clubs in the past? Or other community clubs?   
i. Are these clubs functioning or dead? What are they doing/ Why did they die? 
d. What motivates you to attend this Club? 
e. How many members assisted in starting the club? Has the club grown in membership?  
f. Were there any barriers to starting this club?  
2. Does your club have requirements for membership?  
a. If so, what are the requirements? (Do they include the five targets?) 
b. Who insures that these requirements are met and sustained?  
c. Does your club have executive members?  
d. Does your club have a constitution?   
e. What is the role of the VHP promoter in your club? 
f. Is every village household represented in your club? If not, what percentage? Do they attend all 
meetings?   
3. Describe for us what happens at a Club meeting. 
a. Who determines the need for a meeting and how are members notified? 
b. Who decides the agenda/or how is it determined?  
c. What types of activities are done at the meetings?  
d. Do you have activities outside of meeting times?  
e. Are there other health issues addressed besides hygiene and sanitation?  
f. Does your group work with other NGOs, clubs, schools, or organizations?  
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g. Where/How do you receive material or messages focused on in meetings? 
4. What types of income generating activities do you do? 
a. How do you manage the money raised (investments, savings, loans)?  
b. Who manages the money the IGAs earn? How was this person(s) selected? 
5. What sort of effect(s) has the club had on the village?  
a. On your individual households, children, and the whole village?  
b. What function/role does this club serve in your community? 
c. What do other villagers think about your club (Are they aware of your club)? 
d. What motivates you to attend meetings?  
e. Do you experience any obstacles or barriers to attending club meetings? 
f. Do you experience any obstacles or barriers to membership in the club? 
g. Have village members expressed obstacles or barriers to membership in the club? 
6. What are the goals and aspirations you hold for your Club? 
a. Do you plan to continue meeting beyond the attainment of these goals?  
b. Once your village has been fully sensitized toward sanitation/hygiene behavioral practices, will 
you continue to meet as a club? 
c. What would happen to your club when World Vision leaves the area? 
7. What are some of the successes you have celebrated as a club? 
8. Do you believe this idea of a Household CoP Club would work in neighboring centers in Twachiyanda? 
a. How would you promote starting Clubs for hygiene and sanitation sensitization? 
b. Who would be key in sharing this idea in neighboring areas of Twachiyanda? 
c. Do you have any advice for other communities that might want to start a similar club? 
9. Would these be anything else you might like to share with us about your club? 
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Interview Questions for Community Health Worker Comparison Group 1  
Conditions of Interview 
Study Identification Number: __________________ 
Location: __________________________________ 
Date: _____________________________________ 
Time: _____________________________________ 
Total Time: _________________________________ 
Interviewer: _______________________________ 
Translator (if using):_________________________
Demographic Information 
Village where they live: _______________________ 
Villages that they serve: ______________________ 
Age: ______________________________________ 
Martial Status: ______________________________ 
Number of Dependents: ______________________ 
 
Education level: _____________________________ 
Primary Language: ___________________________ 
Training Received: ___________________________ 
Training Date: ______________________________ 
Years worked as CHW: _______________________ 
 
Questions 
1. How did you become a CHW?  
a. What motivates you to serve in rural (specified community) in this way? 
2. What do you understand to be the most important health issue(s) that should be addressed in 
your community?  
a. How do you address these issues in (specified community)? 
3. In regards to sanitation and hygiene, how did the 6 week CHW training prepare you for 
addressing these needs in your community?  
4. In what ways do you promote proper sanitation and hygiene in your community? 
a. Could you describe some specific activities?  
b. Where do these activities take place? 
c. How often do you interact with the community regarding sanitation and hygiene 
activities? 
d. Who take part in these activities? 
i. Are you predominately working with women, children, men, or at the household 
level? 
5. How do you believe community members in (specified center) are practicing healthy sanitation 
and hygiene behaviors? 
a. Would you explain how you know? 
6. Do you think these behaviors (5 targets) are promoted within your community?  
a. Is there anyone in the community that assists in promoting sanitation and hygiene 
behaviors?  
i. What is the influence of the household community of practice/ hygiene and 
sanitation clubs in those communities that have them? 
ii. What is the influence of the voluntary hygiene promoters?  
7. Are there other members of the community that you believe would be influential in promoting 
these behaviors in the community?  
8. In recent years, have you noticed any changes in the number of incidences of waterborne 
diseases?  
9. How do you believe this promotion could be improved?  
 37 
 
Interview Questions for VHP – Comparison Group 2 
Conditions of Interview 
Study Identification Number: __________________ 
Location: __________________________________ 
Date: _____________________________________ 
Time: _____________________________________ 
Total Time: _________________________________ 
Interviewer: _______________________________ 
Translator (if using):_________________________
 
Demographic Information 
Village where they live: _______________________ 
Villages that they serve: ______________________ 
Age: ______________________________________ 
Martial Status: ______________________________ 
Number of Dependents: ______________________ 
Education level: _____________________________ 
Primary Language: ___________________________ 
Training Received: ___________________________ 
Training Date: ______________________________ 
Years worked as VHP: _______________________  
 
Questions 
1. How did you become a VHP?  
a. What motivates you to serve in rural (specified community) in this way? 
2. What do you understand to be the most important health issue(s) that should be addressed in your community?  
a. How do you address these issues in (specified community)? 
3. In regards to sanitation and hygiene, how did the World Vision Voluntary Hygiene Promoter training prepare you 
for your work?  
4. In what ways do you promote proper sanitation and hygiene in your community? 
a. Could you describe some specific activities?  
b. Where do these activities take place? 
c. How often do you interact with the community regarding sanitation and hygiene activities? 
d. Who take part in these activities? 
i. Are you predominately working with women, children, men, or at the household level? 
5. How do you believe community members in (specified center) are practicing healthy sanitation and hygiene 
behaviors? 
a. Would you explain how you know? 
6. Do you think these behaviors (5 targets) are promoted within your community?  
b. Is there anyone in the community that assists in promoting sanitation and hygiene behaviors?  
c. Are there other members of the community that you believe would be influential in promoting these 
behaviors in the community?  
7. In recent years, have you noticed any changes in the number of incidences of waterborne diseases?  
8. How do you believe this promotion could be improved?  
9. At a meeting with World Vision last summer, some communities opted to approach hygiene and sanitation 
promotion in a new way in community focused groups called household community of practice clubs. What were 
some of the reasons your village decided not to form this type of club?  
a. Do you think a HCoP would be beneficial in your community?  
i. If so, what are some of the barriers to forming this type of club?  
1. What are some of the steps that would need to be taken to form this club?  
ii. If not, why?
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